
____________
Date 

___________________________	 __________________________
Patient’s Full Name	 DOB 

___________________________	 __________________________
Phone Number 	 Insurance Provider 

Patient Diagnosis 

_ ______________________________________________________
_ ______________________________________________________
_ ______________________________________________________
_ ______________________________________________________	

o Imaging Ordered?	       o Xray         o MRI         o CT

Referring to: 
o Antonio J. Flores, M.D. 	 o P. Jeffrey Richards, M.D. 
o Paul D. Fuchs, D.O.	 o Jeremy A. Schwartz, M.D.
o Camilo E. Guzman, M.D.	 o Charles P. Springer, M.D. 
o Patrick B. Leach, M.D.	 o Francesca M. Swartz, D.O.
o Jason T. Nemitz, M.D.	 o Allen C. Tafel, M.D.
o Fletcher A. Reynolds, M.D.	   

 
• Please include a copy of patient demographics and office notes • 

Fax referral to 239.461.6396


